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The Absolute Visual Analogue Scale (AVAS) as a
Measure of Pain Intensity
Research in physiotherapy often necessitates
measurement of the intensity of clinical pain.
Numerous methods have been devised, and
recommended for this purpose. However, many
are time consuming and unnecessarily complex
both to carry out and to analyse. The absolute
visual analogue scale (A VAS) is a simple and
adequate measure of pain intensity.
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Considerable attention has been de-
voted to developing a satisfactory
method of measuring clinical pain, and
numerous measures have been devised.
The more comprehensive of these
measures are generally complex, often
require specialized equipment, and are
time consuming both to execute and to
evaluate. Partly for these reasons, it is
not always practical to employ such
methods when estimating the intensity
of pain in clinical trials.
The best measure of the pain expe-
rience is said to be the SAD index
(Black and Chapman 1976), a mathe-
matical formula incorporating so-
matic, anxiety and depression compo-
nents of pain (Kremer, et al 1981).
Duncan, Gregg and Ghia (1978) have
devised a computerized system for the
assessment of chronic pain which at-
tempts to address every variable known
to influence the intensity of the pain
report. The McGill Pain Questionnaire
(Melzack 1975) comprises 20 scales of
pain quality descriptors (Melzack and
Torgerson 1971) felt to be applicable
to the three different dimensions, sen-
sory, affective and evaluative, which
are said to make up the pain experi-
ence. These variables are claimed to
relate to pain perceptions mediated via
two putative neurophysiological sys-
tems (Melzack and Casey 1968).
However, as Hall (1981 pi05) points
out, neurophysiological evidence of the
role of the limbic system and spinoth-
alamic tracts in pain perception '. . .
does not establish that the processes
presumed to be subserved by these
structures are straightforwardly repre-
sented in conscious experience'. He
ventures that perhaps too much has
been made of speculative neuropsy-
chology and the multidimensional scal-
ing of adjectives used to describe pain.
In terms of affect for instance, verbal
description may often refer to several
different emotional responses or mean-
ings, not all of which are cetain to lie
on a single continuum. Thus, while it
is possible that pain which increases
from 'discomforting' becomes 'dis-
tressing', it may also be frustrating or
depressing. When forced to choose
from a limited list, subjects may settle
for a word which is not always an
accurate description of their affective
state (price et al 1983). Furthermore,
verbal models such as the McGill Ques-
tionnaire require translation and re-
newed scaling in order to be useful to
individuals who are not fluent in Eng-
lish (Carlsson 1983).
Behavioural measurements such as
activity level, which are sometimes used
as a measure of the pain experience
(pollick et aI1984), have been included
in models for the comprehensive as-
sessment of pain (eg Scudds 1983).
Their main disadvantage is that they
do not quantify pain directly (Chap-
man et al 1985). Also, patients' re-
luctance to engage in various everyday
activities may be due as much to the
fear and anxiety they have about the
pain these might produce (Linton
1985), as by reflexly produced pain as
such (Price et al 1948). Pain is a sub-
jective experience which cannot be fully
assessed by an observer (Scott and Hu-
skisson 1976, Stewart 1977). To date
there are no clear objective methods of
assessing chronic pain (Lewith and Ma-
chin 1983).
The principle criteria for satisfactory
measures of pain are that these meas-
ures should be valid, measuring une-
quivocally a specific dimension of pain,
and reliable, yielding consistent results
over time. They should also be capable
of addressing acute and chronic pain,
and be practical for a variety of situa-
tions and settings (Price et al 1983).
The Absolute Visual Analogue
Scale
The absolute visual analogue scale
(AVAS) (see figure) has been said to
be the best 'pencil and paper' method
of assessing the intensity of clinical pain
(Carlsson 1983, Huskisson 1974). This
opinion is based on observations that
AVAS provides a uniform description
of pain intensity estimates (Ohnhaus
and Adler 1975), that pain estimates
are reliable over time, and that vari-
ance due to psychomotor factors is
small (Revill et al 1976). In addition,
the AVAS is sensitive to pain change
(Linton and Gotestam 1983, Clarke and
Spear 1964), and does not force quan-
tum changes in pain intensity as occurs
with category scales (Ohnhaus and Ad-
ler 1975).
The AVAS consists of a 10cm line
bounded with verbal descriptors such
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Pam as bad as It could possibly be
No pam
Figure: The absolute Visual Analogue
Scale. Estimate of pain intensity is re-
corded somewhere between the two
boundaries. Record is measured line-
arly (mm.) from the lower boundary (No
pain).
as 'no pain' at one end, and 'pain as
bad as it could possibly be' at the other.
While opinion varies as to the preferred
alignment, ie vertical or horizontal (eg
Downie et af 1978, Scott and Huskis-
son 1976), comprehension may be fa-
cilitated with vertical orientation by
drawing the analogy to a temperature
gauge. End point descriptors should
not be so extreme as never to be used;
also, numbers are not superimposed on
the AVAS since certain of these may
be preferred and therefore interfere
with the distribution of results (Scott
and Huskisson 1976). Unlike verbal or
numerical scales, it provides a contin-
uous scale of measurement.Though
Chapman (1976) maintains that sub-
jective measures such as the AVAS are
not suited for calculations of averages
or other statistical measures, the as-
sumption of equal intervals may be
met, facilitating quantification and
analysis at the interval scale of meas-
urement (Stevens 1946, Stewart 1977,
Chery-Croze 1983).
The AVAS is now the most com-
monly used measure of the intensity of
clinical (and experimental) pain (Carls-
son 1983). It correlates well with ver-
bal, numerical and adjectival scales
(Kremer et afI981). Groups of patients
with different affective states have been
found to rate pain intensity similarly
with AVAS. While the reason for this
finding is not clear, it has been sug-
gested that patients may be able to
deconfound the affect-intensity prob-
lem, when specifically asked to do so
(Kremer et af 1981).
Measure of pain change from a com-
mon stating point (comparative visual
analogue scale) has been found to be
more influenced by the effects of ex-
pectancy and deficient memory than is
AVAS (Carlsson 1983). The possible
influence of these two factors on the
accuracy of scores with AVAS, has
prompted Carlsson (1983) to recom-
mend that where successive estimates
are derived from two (or more) AVAS
scales, patients should complete each
scale separately, without having the op-
portunity of comparison with previous
estimates.
Patients' memory for pain, about
which certain doubts have been ex-
pressed (Jones 1957, Melzack 1975), is
an important consideration in many
areas of research in physiotherapy.
Hunter et af (1979) have presented evi-
dence which suggests that patients pos-
sess a remarkably good memory for
pain, even days after making initial
estimates. As a result of their research,
the latter authors were moved to dis-
pute two popular conceptions associ-
ated with the measurement of the in-
tensity of pain, namely, that memory
for pain decays rapidly over time (Lin-
ton and Gotestam 1983), and that prac-
tice with AVAS improves the accuracy
of the scores (Scott and Huskisson
1976).
Finally, although Kremer et af (1981)
observed that many patients preferred
visual analogue scales with ranked nu-
merical or verbal descriptor demarka-
tions to AVAS, estimates of pain in-
tensity scored by such patients when
all three measures were used randomly
were found to be almost identical.
Conclusion
It is important to recognize that
measures such as the AVAS provide
little or no insight into the basis, or
prognosis, of different pain-producing
disorders.
Nevertheless, the foregoing suggests
that, for many types of clinical study,
AVAS is a reliable, convenient, inex-
pensive and readily analysable method
of measuring pain intensity.
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